(a genetic mutation causing defects in type IV collagen found in the kidneys, ears, and eyes). 1 
Scenario 2
Ivana Petry* is 77-year-old with congestive heart failure and diabetes. She had her first coronary artery bypass graft (CABG) surgery 12 years ago and underwent *Scenarios modified to protect confidentiality. a second CABG in January. Five days after the repeat CABG, Ms Petry experienced a cardiac arrest. Although CPR was effective in reestablishing her cardiac rhythm, she developed renal failure and now requires hemodialysis. She spent months in and out of the intensive care unit with various complications including pneumonia, decubitus ulcers, Clostridium difficile, and difficulty weaning from the ventilator. In May, she is transferred to an assisted-living facility with outpatient hemodialysis treatment. During her new client orientation to the dialysis center, Ms Petry told the nurse, ''I was coded once, and I never want to go through that again!'' After hearing Ms Petry's treatment preferences, the dialysis nurse asks the dialysis center nurse manager, ''Isn't dialysis a life-sustaining treatment? Is it ethical to do dialysis but not CPR?'' After learning about these 2 different patient events, the nurse manager realizes that the dialysis nursing staff is raising thoughtful questions related to not only the clinical goals of dialysis, but also legal and ethical concerns. 
Clinical Realities of Dialysis
Hemodialysis is used for patients with end-stage renal disease (ESRD) as an aggressive treatment to save or maintain life as well as improve the person's overall quality of life. The immediate objectives of hemodialysis are to correct electrolyte and fluid imbalances and remove toxins from the blood. Longer-term objectives for treating persons with renal failure with hemodialysis are to optimize functional status, including comfort and hemodynamics blood pressure, prevent uremia and its complications, and improve overall survival.
Through the process of removing toxins and fluid from the bloodstream, a shift in electrolytes may lead to complications. After dialysis, patients may experience cramping, pruritus, nausea/vomiting, lethargy, headaches, and/or chest and back pain. These symptoms may be associated with shifts in blood volume or dialysis disequilibrium related to sudden shifts in blood toxins, but sometimes the cause for these complications is unknown. 2 Other less common complications include infection or bleeding (hemorrhage) at the dialysis access site (fistula, graft, or catheter), dyspnea, and sepsis. In addition, an air embolism may result if air is accidentally introduced into the patient's bloodstream through a small break in the central venous catheter line, a malfunction of the dialysis machine, or when staff is administering fluids/medications. Some of these complications, such as air embolism and infection, may be related to iatrogenic causes rather than the ESRD. Nevertheless, the therapeutic benefits from receiving hemodialysis typically are perceived by pa-tients and healthcare professionals as being greater than the potential harms. 3 If a patient becomes hemodynamically symptomatic during dialysis, universal protocols for restoring hemodynamic stability including discontinuation of the hemodialysis treatment and standard interventions are implemented. If despite the implementation of these universal protocols the patient experiences a cardiopulmonary arrest, the dialysis staff would initiate chest compressions and ventilation (CPR) (unless directed otherwise by a written physician order) until emergency assistance arrives to begin advanced cardiac life support algorithms.
It is important that dialysis nurses, persons with renal failure, and their significant others recognize that hemodialysis treatment may be perceived in a variety of ways. For example, chronic dialysis patients, who have few or no comorbidities, may view hemodialysis as life sustaining, a necessity for promoting the best quality of life possible and possibly providing a bridge to kidney transplantation. For a patient in an acute crisis, such as a hospitalized patient with the possibility of multiple organ failure, hemodialysis can be lifesaving as a means for reversing toxic damage. For those patients with ESRD and/or nearing the end of life, however, hemodialysis may be regarded as life prolonging; that is, it modifies the natural history of the disease and delays the time to deterioration. Unless the patient is fortunate enough to obtain a kidney transplant, which depends on a number of extraneous factors, kidney failure is generally progressive, irreversible, and inevitably fatal-only the rate of progression is variable.
Despite the benefits associated with dialysis, approximately ''23% of dialysis patients in the United States die per year.'' 4(p172) Ross 3 noted that cardiac disease is responsible for 45% of the deaths for persons receiving hemodialysis. In a meta-analysis performed in 1998, Ebell et al 5 noted that less than 10% of persons with ESRD who arrest in the hospital survive to leave the hospital after being coded. In addition, Moss et al 6 found that, 6 months after receiving CPR, 3% of the patients in the dialysis group were alive compared with 9% of the control group ( p = .044). Thus, hemodialysis is more appropriately viewed as life prolonging, as it is altering the natural history of progression and prolonging the time to death or intractable symptoms.
As time goes on, without the intervention of a kidney transplant or some other technological breakthrough, the delicate balance of benefit versus burden will shift, and then it becomes imperative that the patient and the dialysis staff both understand the goals guiding the dialysis treatment. As the patient's condition changes (either improving and declining), the patient's goals related to dialysis should be discussed, or if needed, the treatment plan clarified. As the treatment plan is clarified, a discussion with the patient regarding what his/her wishes are pertaining to end-of-life decisions would be appropriate. In light of the low survival rate, it is imperative that patients with renal failure and receiving hemodialysis are educated on the clinical outcomes associated with CPR. 
Ethical Issues
Several ethical questions are associated with these scenarios.
Given the potential for a cardiopulmonary arrest related to the dialysis process and Mr Jones' significant medical history, do the healthcare professionals at an outpatient dialysis center have an ethical (or legal) obligation to attempt to reverse his cardiopulmonary arrest? Is Ms Petry being ethically consistent when refusing CPR while concurrently seeking renal dialysis? Given the fact that other dialysis patients might witness Ms Petry's arrest because outpatient dialysis services are often provided in a shared common space, would the trust dialysis patients have in their dialysis treatment and healthcare professionals be undermined if CPR were not initiated?
Identifying Treatment Goals
Persons in the prime of life generally opt to treat unexpected injuries and symptoms aggressively with the goal of regaining their previous level of health. In contrast, persons near the end of life may select to focus the goals of care toward palliation not prolonging life or postponing death. Ms Petry appears to be in between these 2 decision perspectives. She now has a chronic disease (renal failure) that without routine dialysis will cause her death in a short period (days to a couple of weeks), depending on her renal function, current cardiac status, and dietary intake. 7 Given this, quality of life becomes even more important. The dialysis nurses, together with Ms Petry, her PCP, and family, should collaboratively discuss potential treatment or health decisions Ms Petry may encounter as her renal and cardiac diseases progress, including discussion of iatrogenic-related complications. Nurses may find the various quality-of-life tools available from the Robert Wood Johnson Foundation 8 as well as the Personal Death Awareness Exercises from the Kidney End of Life Coalition 9 helpful for initiating and promoting open discussion. As treatment goals are identified, the healthcare professionals will be able to clarify intentions and ensure that Ms Petry's decision to receive dialysis while concurrently refusing resuscitation is consistent and clearly understood by all stakeholders.
Decisions about withdrawing or discontinuing treatment are not always easy, particularly when the treatment can be classified as both lifesaving and life prolonging. The complexity of these decisions is compounded only when the nurses and the nurse manager are uncertain about their legal obligations and have concerns about legal liability. Generally, as a matter of law, healthcare providers cannot treat an individual against his/her wishes. In addition, healthcare providers must honor a valid advance directive.
The Patient Self-determination Act, 10 enacted as federal law in 1991, grants all persons or their surrogates the right to refuse or discontinue treatment, and it makes advance directives completed in any state legal and portable. This same law also requires all medical facilities receiving federal funds to ask, at the time of admission, whether a prospective patient has completed a written advance directive, which usually includes the naming of a surrogate decision maker. Nursing facilities must document at regular intervals whether a resident has an advance directive or has designated a surrogate decision maker. 11 One might think that it would be a fairly simple issue of abiding by the patient's preferences; both the Patient Self-determination Act 10 and the National Kidney Foundation's 12 Dialysis Patients' Bill of Rights and Responsibilities are about respect for patient autonomy. However, as of 2003, only 6% to 35% of chronic dialysis patients have completed written advance directives. 3 And although 67% to 77% of dialysis patients have discussed their wishes about life-sustaining treatment with their families or someone close to them, researchers have found that patients often do not have clear, reliable data with which to make these determinations, and many patients who claimed to want CPR during an acute illness changed their mind after learning the probability of survival to discharge. 3 This full disclosure fulfills the principle of informed consent, which requires that the decision maker understand not only the problem, but also the pros and cons associated with the available options. Respect for patient autonomy does not equal respect for any choice: respect for patient autonomy is respect for the informed decisions that a patient makes. 3 A do-not-resuscitate (DNR) order may be considered when a patient and/or their caregivers feel that the balance has shifted, and the benefits of dialysis no longer outweigh the harm that may incur from CPR. When a patient and caregiver agree to a limitation of treatment through a DNR order or COLST, everyone needs to be clear under what circumstances life-sustaining treatment (such as CPR) should and should not apply. Healthcare providers need to document in detail what measures should be applied and in what circumstances. For example, a patient's advance directive may include broad language (such as ''if after a trial period'') to leave some discretion to either the healthcare provider or a healthcare proxy. In addition, the phrase do not resuscitate can be misinterpreted by healthcare professionals as well as patients and their families as do not treat. The 2 statements are not interchangeable. Thus, documentation of the patient's goals and desires related to treatment details may be extremely helpful in the event that the patient is unable to participate in decision making, such as during an emergent change in condition. 
Obligations
In the first scenario, the dialysis nurses did fulfill their professional obligations (as directed through Mr Jones' COLST) when initiating CPR and activating emergency assistance. In the second scenario, the nurses have a professional obligation to document Ms Petry's values and beliefs about resuscitation and to communicate these requests to the PCP. Thus, even though Ms Petry's wishes and goals are known in the absence of specific written orders (eg, DNR order or COLST), the nurses would be obligated (unless directed otherwise by the outpatient dialysis center's life-sustaining treatment policy) to initiate CPR and activate emergency assistance if Ms Petry were to experience a cardiopulmonary arrest. To be found liable for ''malpractice, the patient must have been harmed by a negligent act.'' 13(p134) Thus, nurses and their managers should remember that fulfilling professional obligations involves knowing and implementing the standard of care as outlined in the agency's policies and procedures as well as state regulations related to advance directives.
Issues of liability can become more difficult, however, when there is no advance directive, and the patient's wishes are unknown. At that point, decisions about medical interventions fall upon the family members, often in the following order: spouse, adult children, siblings, and then other family members. However, it is important to note that state laws vary tremendously in the order of decision making. Some states have created a rigid hierarchy of surrogates; other states have recognized that personal involvement and knowledge, as well as having the patient's best interests at heart, supersede any such hierarchy, so no order is specified. Whereas some states recognize common-law spouses and grant them decision-making power, others do not; similarly, some states recognize the category of friend, which may apply to a long-time companion or partner. 11 In rare cases, where the family or loved ones cannot agree on how to proceed, or where there are no family members or friends to step forward and make decisions, the institution may find it necessary to petition the court for a guardian to act on the patient's behalf. 
Trust
When a patient arrests while concurrently receiving dialysis, and resuscitation efforts are not initiated, other patients may experience mistrust in their dialysis team based on the assumption and/or fear that ''They didn't try to save Joe, how can I trust that they'll resuscitate me if I arrest?'' ''Trust and mistrust always have to do with relationships, which have important implications for how trust is retained or restored'' 14(p170) or earned in the beginning. Acting ethically is foundational to establishing trust. The importance of trust between patients and their healthcare team is sometimes underemphasized in the current patient autonomy milieu. 14 Interestingly, nurses have been identified as being the ''most trusted profession'' 15(p1) 11 times since 1999 based on a Gallop Poll. 16 When establishing a trusting relationship, the patient places confidence (places trust) in the nurse's competence, and the nurse reciprocates by being a competent practitioner while also communicating a sense of caring or moral concern about the patient's well-being. Creating a trusting relationship is promoted when the nurse has an understanding of the patient's values, fears, and life experiences. 17 When encountering questions from patients reflecting questions of trust, dialysis nurses and their nurse managers need to be transparent in their interactions and communication with persons receiving dialysis and their significant others. 14 Transparency would include open access to agency policy and procedures and routine discussion of advance directives and the goals for dialysis. However, transparency cannot replace basic caring, honest professional conversations between dialysis staff and the patients receiving dialysis about their fears and assumptions. Dialysis nurses and their nurse managers must remember that ''Deception and misinformation are the enemies of trust.'' 14(p172) Loss of trust can result from withholding information or failing to communicate truthfully. 18 Nurse managers should work prospectively with the dialysis nurses to develop a standardized response to be used in the event that a patient witnesses another dialysis patient (with a DNR order) arrest while receiving dialysis. After first responding to the patient's emotional reactions and loss, the nurse manager may want to review the agency's policy related to resuscitation. The nurse manager should highlight how the individual patient's values and beliefs regarding life and death as well as the goals for dialysis treatment direct how the dialysis nurses respond to an emergent event. Patients should be reminded that the ethical principles of patient autonomy and respect for persons guide all healthcare decisions. Finally, the nurse manager should offer to review the patient's plan of care to ensure that the plan does accurately reflect the patient's values and goals.
In addition to responding to the needs of the dialysis patients, the nurse manager must also be cognizant of the dialysis nurses' personal and professional responses after implementing a patient's plan of care that does not include resuscitation. The nurse manager should offer the nurses a time to debrief their experiences. The nurses should be allowed time to work through their feelings of loss. The nurse manager must be quick to recognize and respond if a nurse is experiencing guilt related to ''allowing my patient to die.'' Similar to working with the dialysis patients, the nurse manager may need to assist the nurses to remember and affirm the role of patient autonomy when developing the comprehensive plan of care including the level of care desired in the event of a life-threatening event. The nurse manager's candid and caring response to both patients and staff following the death of a patient while receiving dialysis in addition to transparency about policies and procedures will create a culture of trust and empowerment. 
Recommendations for Nurse Managers
Review clinic policies and procedures related to lifesustaining treatment. During admission to the agency, discussion should first focus on identifying the patient's goals for treatment and life. A discussion of a specific code status should follow only after the patient's goals and possible goals of medicine/dialysis have been clarified. Collaborate with a palliative care program to promote pain and symptom management as well social workers and chaplains to assist with psychosocial and spiritual support for all dialysis patients and families regardless of the patient's code status. 19 Develop bereavement programs to assist patients, families, and dialysis staff to cope with unexpected deaths of ESRD patients while receiving dialysis. 19 Promoting Excellence in End-of-Life Care, a national program of the Robert Wood Johnson Foundation, 19 has issued a report on ESRD that includes a series of recommendations for healthcare providers. Of particular relevance is the ESRD Workgroup Recommendations to the Field report, which contains a Model Policy and Procedure for DNR Orders in Dialysis Facility. Although the report is geared more toward nephrologists, many of the recommendations would be of use to nurse managers. 
Future Research Questions
What is the lived experience of a person receiving dialysis services who has made the informed choice to refuse cardiopulmonary resuscitation? What are the perceptions of persons receiving dialysis services when the dialysis healthcare team does not initiate lifesaving actions when a person in the process of receiving dialysis experiences a cardiopulmonary arrest? How many dialysis healthcare teams have adapted or adopted the Model Policy for Do Not Resuscitate Orders in Dialysis Facility? What is the dialysis healthcare professional's view of the health status of persons receiving dialysis services (terminally ill vs healthy)? Is this perspective consistent with how ESRD patients view themselves (living vs dying)? 
